A 73-year-old woman with massive ascites associated with a giant hepatic mass accompanied by arterioportal (AP) shunt was admitted to our hospital. Based on contrast-enhanced computed tomography (CT) and angiography findings, hepatic hemangioma with AP shunt and ascites due to portal hypertension was diagnosed. Transcatheter arterial embolization (TAE) by N-butyl-2-cyanoacrylate (NBCA) was performed without complications. The patient's ascites disappeared, and her liver function test results improved after the treatment. The patient has maintained a steady state for two years. This case indicates that TAE with NBCA is a safe and effective treatment for hepatic hemangioma accompanied by AP shunt.
Introduction
Hepatic hemangioma is the most common benign neoplasm of the liver. The reported prevalence at autopsy ranges from 3% to 20% (1) . In most cases, hemangiomas are asymptomatic and have no complications. A few cases in adults, however, have presented with spontaneous bleeding, rupture, obstructive jaundice, portal hypertension, and Kasabach-Merritt syndrome (2) (3) (4) (5) (6) .
Arterio-portal (AP) shunt, a rare vascular disorder with various origins, represents an infrequent cause of portal hypertension (7) . With the development of abdominal imaging procedures, AP shunt associated with hemangioma has been shown to be not uncommon (8) . While many patients with hepatic hemangioma accompanied by AP shunt are asymptomatic, a few adult cases have been reported to require treatment for severe clinical symptoms (9) (10) (11) .
We herein report a patient with ascites due to portal hypertension caused by AP shunt associated with hepatic hemangioma who was successfully treated with transcatheter arterial embolization (TAE) by N-butyl-2-cyanoacrylate (NBCA).
Case Report
A 73-year-old woman was referred and admitted to our hospital for the further evaluation of ascites and a giant liver mass suggestive of hepatic hemangioma with portal hypertension. For two months before referral, she had experienced abdominal distension, anorexia, and weight gain. Dynamic computed tomography (CT) in the arterial phase of contrast administration revealed a giant hepatic mass with early peripheral enhancement and progressive globular centripetal filling in the left lobe of the liver, suggesting hemangioma, and also showed AP shunt and massive ascites (Fig. 1) . The patient's ascites had not improved despite diuretic therapy with spironolactone (50 mg/day) and furosemide (40 mg/ Intern Med 57: 2847-2851, 2018 DOI: 10.2169/internalmedicine.0655-17 . Therefore, the patient was referred and admitted to our hospital for further investigation and management. She had no relevant medical history, such as liver dysfunction, abdominal trauma, epistaxis, or other congenital abnormalities. Her family history of hereditary hemorrhagic telangiectasia was negative.
On a physical examination, she had no remarkable findings except for abdominal distension, and telangiectasia was not detected in either the mucosa or skin. Laboratory data on admission showed mild hypoalbuminemia and a slight increase in the serum alanine aminotransferase (ALT) level (Table) . The serum tumor marker levels were within the normal range, and positron emission-CT findings were negative. Esophagogastroduodenoscopy showed esophageal varices without a red color sign. Angiography indicated hemangioma in the left lobe in the liver, and retrograde filling of the trunk of the portal vein as hepatofugal flow from the middle hepatic artery and the inferior branch of the left hepatic artery, suggesting an AP communication ( Fig. 2A and B) . Selective hepatic artery angiogram demonstrated proximal branches of the left hepatic artery to the left portal vein with retrograde flow into the portal vein as hepatofugal flow (Fig. 2C) . The right hepatic artery and portal vein showed no abnormal findings. Therefore, we diagnosed the lesion as hepatic hemangioma with AP shunt, which induced portal hypertension following ascites.
To reduce the portal hypertension, TAE was performed from branches of the left hepatic artery. As embolic agents for TAE, gelform particles were used out of concern for hepatic infarction or portal vein thrombosis. However, followup CT 6 days after TAE showed recanalization in the AP shunt. Therefore, TAE was performed a second time with 0.5 mL of 20% NBCA added to the AP shunt 12 days after the initial round of TAE ( Fig. 3A and B) . Although angiography after embolization with NBCA showed residual AP shunt, the arterial retrograde flow to the trunk of the portal vein with hepatofugal flow was decreased (Fig. 3C) .
The patient had an uneventful clinical course following embolization, and her ascites was decreased. Subsequently, diuretics were tapered to 25 mg/day of spironolactone alone. The patient was discharged 8 days after the second round of TAE. Two months after the second round of TAE, a repeat CT scan confirmed the complete loss of ascites and the reduction of the AP shunt, indicating a decrease in the hepatofugal portal outflow (Fig. 4) , although the hepatic hemangioma in the left lobe of the liver had not changed. Thus, the administration of spironolactone was discontinued. After two years of follow-up, the patient remains asymptomatic without ascites. CT has shown no exacerbation of the AP shunt, and the serum levels of ALT, albumin, total cholesterol, and prothrombin time have improved (Fig. 5) .
Discussion
Hepatic hemangioma with AP shunt was first reported in 1977 (12) , and it has been diagnosed increasingly frequently due to improvements in imaging techniques. The prevalence of AP shunts is estimated to be 26% in patients with hepatic hemangioma (8) . Hepatic hemangioma with AP shunt is most often asymptomatic, and symptomatic cases of hemangioma with AP shunt that require treatment are very rare (9) (10) (11) . The number of cases of symptomatic hepatic hemangioma with AP shunt might be low because cases of both hepatic hemangioma and AP shunt are generally asymptomatic (2, 13). However, large hepatic hemangiomas are more likely to cause symptoms, such as abdominal pain or discomfort, nausea, and vomiting (2) . In contrast, when AP shunt causes portal hypertension, the most common manifestations are gastrointestinal bleeding, ascites, and diarrhea (13) . Therefore, we need to understand that patients with hepatic hemangioma with AP shunt may present with these symptoms in some cases.
In terms of diagnostic imaging findings, dynamic CT shows hemangiomas as peripheral enhancement with subsequent slow progressive central filling and AP shunts as an enlarged hepatic artery with a dilated intrahepatic portal vein (8, 14) . Furthermore, hepatic arteriography can be used to confirm AP shunts, which can be treated with TAE (7). More recently, it has been reported that color Doppler sonography is useful for diagnosing and monitoring hepatic hemangioma with an AP shunt (15) . Unfortunately, we did not evaluate the AP shunt by color Doppler sonography in the present case. If color Doppler sonography had been performed, a more detailed blood flow evaluation might have been possible.
Since most cases of hepatic hemangioma with AP shunt are asymptomatic, intervention is rarely indicated, and observation is sufficient. However, in cases of symptomatic hepatic hemangioma with AP shunt, treatments such as surgical resection, TAE, hepatic artery ligation, and liver transplantation were considered in three previously reported cases (9) (10) (11) . In those cases, the hepatic hemangiomas with AP shunts were not cured by TAE with metallic coils or gelform particles alone. In our patient, although TAE with NBCA was unable to occlude the AP shunt completely, the procedure decreased the blood flow from the hepatic artery to the portal vein, which resulted in the resolution of the ascites without any complications, such as distal organ ischemia due to embolization. However, the appearance of the hepatic hemangioma was not changed.
Metallic coils, gelform particles, and liquid agents are commonly used as embolic agents for TAE of AP shunts. In our case, gelform particles were used for embolization during the first TAE procedure due to concerns about complica- However, TAE with gelform particles was ineffective; we therefore used NBCA as the embolic agent for the second TAE procedure. Metallic coils were not used as the embolic agent in our case due to the presence of multiple AP shunts and the lack of segmentation in the hepatic arteries. Furthermore, not only ascites but also the findings of liver function tests improved after TAE in our patient. The effectiveness of TAE in this case may have been due to the suppression of portal hypertension as the size of the AP shunt decreased. However, regarding improvements in portal hypertension, the effect of TAE on esophageal varices was not evaluated in this patient because esophagogastroduodenoscopy was not performed after TAE treatment.
In summary, the patient presented here had an AP shunt that was successfully treated by TAE with subsequent improvement of the ascites and liver function without complications. Although a variety of embolic agents have been used over the years, TAE with NBCA is extremely useful for the treatment of symptomatic AP shunts with hepatic hemangioma.
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